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INTRODUCTION
At least 85% of patients with bladder cancer (BCa) present the disease confined to the mucosa (Ta and Tis) or submucosa (T1), representing non-muscle invasive bladder cancer (NMIBC). These are heterogeneous tumors with high variation of reported recurrence rates in literature. They vary from 15-61% at first year to 31-78% at five years (1, 2) . Stratification is responsible for the correct choice of treatment, based on recurrence and progression risks (3) .
European Organization for Research and Treatment of Cancer (EORTC) has published a score system based on the risks of progression and recurrence of patients with NMIBC following TRUS (4) . Recently, the European Association of Urology (EAU) has adopted in its guidelines the risk tables and recommends stratification of NMIBC with low, intermediate and high risk of recurrence (5) . However, external validations are necessary to adopt these risk tables in clinical practice and in different populations (6) (7) (8) (9) .
Although score EORTC risks are widely used in daily urological practice, there are not enough data from South America, particularly from Brazil, to apply them in the Brazilian population.
MATERIAL AND METHODS
Prospectively and consecutively, 205 patients with NMIBC stages Ta and T1 submitted to bladder TRUS resection, from January 2003 to October 2010 were analyzed. Patients were treated at the Department of Uro-oncology of Instituto Catarinense de Urologia in Itajaí, Santa Catarina, Brazil. The patients were attended by the public health service and private practice and had all socio-economic status. Ethnic background was not considered, since it is virtually impossible to distinguish these characteristics in this widely genetic and ethnic variant population.
New and recurrent cases were considered. It was excluded patients submitted to previous radiotherapy and chemotherapy due to other tumors throughout the period of study, patients with incomplete data or follow-up, who missed clinical and laboratory follow-up, and those who refused to participate in the study and failed to sign the Consent Form. These excluded patients were not considered for evaluation. Data collection was performed by one author and histologic exam by two pathologists, in order to minimize interpretation variability among observers. Pathologic exam was performed in a non-blind manner, that is, the pathologists had access to all clinical and laboratory data. The study was approved by the Ethical Committee of the Universidade do Vale do Itajaí.
Use of intravesical therapy (IVT) was determined previously to inclusion and during follow-up: none IVT, use of intravesical mitomicin C, intravesical immunotherapy with BCG and combined mitomicin C and BCG IVT. Mitomicin C administration was performed in the post-surgical period after up to 12 hours of TURS. BCG was administered using induction protocol (once a week during 6 weeks after 2 to 4 weeks of TURS) and maintenance protocol (one series of three weekly cycles of IVT during 6 weeks repeated at 3, 6, 12, 18, 24, 30 and 36 months after induction protocol). A second bladder TRUS was performed 2 to 6 weeks after the initial TURS and always when it was detected incomplete initial resection or absence of muscle, T1 and/or high grade except primary CIS, according to EAU guidelines (5) .
Follow-up included urological consultation, urethrocistoscopy, urinary cytology and image exams. It was performed every 3 months in the first 2 years, every 6 months in the next 3 years, and annually until the end of the study and/or one of the end-points. Recurrence was defined as a new lesion after the treatment of the primary tumor diagnosed by cystoscopy and/or image exam and confirmed by histopathology.
The six parameters described by EORTC study (4) were analyzed: histologic grade, pT stage (TNM 2009), size and number of tumors, presence of in situ carcinoma (CIS) and previous recurrence rate. Risk scores ( Table-1 ) and recurrence probability in 1 and 5 years and time to first recurrence (TFR) were estimated in order to compare them with the data of the study by Silvester et al. (4) and accuracy analysis. Patients were divided in 4 risk groups according to their scores (Table-2) and it was determined the number of patients in risk of TFR in 1 and 5 years.
Five end-points were analyzed for the end of the study: free of disease, death, death due to disease, noncompliance with treatment, and disease progression.
Statistical analysis
SPSS software (version 17, SPSS, Chicago Illinois) was used. For statistical validation, recurrence rates at 1 and 5 years were determined. TFR was estimated by Kaplan-Meier method. Validation method included discrimination by accordance index (C index), representing the probability of accordance between predicted value (EORTC) and observed (10) . When C is equal to 0.5, there is no discrimination (random distribution) or when it is 1, there is discrimination with perfect accordance (11) . An adequate C index was assumed when it was equal or higher than the one of Sylvester et al. study (4) . Accuracy was determined by calibration between recurrence probabilities in 1 and 5 years obtained by the present study and by Silvester et al. (4) . Table- 4. Probability of recurrence in 1 year was lower in all risk groups than those described by Sylvester et al. (4) . In 5 years, risk was superior, except in risk group score zero. For this sample, EORTC Tables overestimated the risk of recurrence in 1 year and underestimated in 5 years, except when score was zero, but the confidence interval overlapped. (4) . Also, the reduced number of CIS cases in Sylvester et al. (4) study lead to low accuracy of EORTC risk tables to predict recurrence and progression of these patients (3). However, the present study observed the same proportion of CIS described in literature (1, 3, 5) expressing a population close to reality.
RESULTS
Pillai et al. (9) described some limitations of Sylvester et al. study (4) : collection of data by a single researcher and pathologic exam by a single pathologist may minimize interpretation variability among observers. The present study has not shown significant variability among observers, reducing the possibility of bias of interpretation and analysis of data.
Sylvester et al. (4) based their study in 7 clinical trials, that used several IVT for adjuvant treatment following TURS. In their sample, 78.4% of patients received IVT, a number significantly higher when compared to present study and to the actual need on clinical daily practice. Intravesical chemotherapy protocols used by Sylvester et al. (4) were old and the use of instillation of chemotherapy drug right after surgery, protocol of induction and maintenance of adjuvant intravesical BCG and re-TURS were not considered for the development of EORTC risk Tables. In our sample, 43.9% of patients did not receive any adjuvant IVT. In the other 56.1% patients, 11.7% received chemotherapy using mitomicin C, 22.45 BCG and 22% a combination of Mitomicin C and BCG. The high use of intravesical chemotherapy and the old protocols used by Sylvester t al. (4), the improvement of chemotherapy administration and the increased adjuvant use of BCG nowadays may reduce the predictive power of the EORTC Tables.
Although submitted to adequate treatment, up to 70% of patients with Ta and T1 tumors will present recurrence in 1 year following TURS as single treatment (1, 13). Sylvester et al. (4) reported 47.8% of recurrence in a 14-year follow-up and 44.3% with at least one recurrence when admitted to study. Among these, recurrence occurred at least once a year in 19.5% and more than once a year in 24.8%. Our results are slightly close to those reported in literature (1, 3, 5) than those of Sylvester et al. (4) . Recurrence rate was 57.1% in the 12-year follow-up. Also, 33.2% of patients had already presented previous recurrence prior to admittance to study. Among these, 17.1% with less than one recurrence per year and 16.1% with more than one recurrence per year. The lowest recurrence observed by Sylvester et al. (4) when compared to literature (1, 3, 5) and to this study may be explained by the significant difference of patients that received IVT (78.4% versus 56.1%). This fact may have been caused by a selection bias of Sylvester et al. study (4) , that included patients from clinical studies proposed to analyze prophylactic value of IVT following TURS and not the study of prognostic factors of recurrence and progression. A vicious sample was selected, since almost 80% of patients received IVT.
In a medium follow-up of 5.5 years with maximum 12 years, among 117 patients that presented recurrence, TFR was 14.2±7.3 months, minimum 3 months, maximum 36 months. Recurrence in 1 year was verified in 28.8% and in 100% in 5 years, while in Sylvester et al. study (4) TFR was 31 months. It was observed more than 50% lower TFR in the studied population. But the time graphic of stratified recurrence of risk groups presented a similar behavior of that of Sylvester et al. (4) , mainly at 5 years. In our patients, recurrence was observed in a significant earlier time that could be explained by the lack of use of intravesical chemotherapy and due to tumor characteristics previously described.
Evaluated end-points were similar to those of Sylvester et al. (4) except for death, with a significant difference in this study (32.9% versus 7.3%). Their study showed a higher proportion of men, with a usually lower life expectancy that can explain this difference between studies. Follow-up was similar to Sylvester et al. (4) , although lower in total (144 versus 177.6 months) but with a medium higher time (66 versus 46.8 months).
Our C index was 0.72 for recurrence in 1 year and 0.7 for 5 years, superior to 0.66 described by Sylvester et al. (4) for both periods. When C indexes are compared, we conclude that there was discrimination or accordance between them. Also, our C-index showed a better performance than those of Sylvester et al. (4) showing a better accordance of our results to clinical reality. This aspect allows this study to be applied in daily practice.
In relation to accuracy, risk tables overestimated the recurrence risk in 1 year and underestimated in 5 years, probably due to the low use of BCG and high use of intravesical chemotherapy with old protocols utilized by the Sylvester et al. study (4) , the use of immediate intravesical chemotherapy with more modern drugs, more adequate use of BCG and routine use of re-TURS in the high risk groups of our study.
In a recent systematic review, Kluth et al. (14) pointed out the importance of treatment impact on end-points of the predictive models and the need of external validations before incorporation in daily practice. External validations of EOR-TC tables are shown in Table- Pillai et al. (9) showed a significant difference of recurrence probabilities between their study and that of Sylvester et al. (4) . An inadequate number of patients did not allow a conclusion for external validation. Xylinas et al. (23) analyzed the discrimination of the EORTC Tables and the CUETO score system and identified that both models overestimated the recurrence risk of patients with high risk, but their study was retrospective and multicenter. Sakano et al. (24) affirmed that the EORTC model could not be used in Japanese patients. Borkowska et al. (25) pointed out that risk scores of EORTC overestimated the recurrence risk but, similar to Sylvester et al. (4) Our study presents several limitations. Although our population was homogeneous and close to clinical reality, the size was significantly smaller than the original EORTC study (4) . However, the inclusion of 205 patients was satisfactory after comparison with already published validations; the design study and long follow-up allow us to trust in our results. However, although we had a rigorous control of data inclusion and follow-up, sometimes clinical follow-up is difficult in Brazil. It is common difficulties to re-TURS following 3 months, as recommended, delayed control cystoscopies, delayed ambulatory consultation, and lack of comprehension of the actual severity of the disease by the patients.
The greatest difficulty we observed for external validation was the significant disparity between samples of our study and that of EOR-TC. Sylvester et al. study (4) was not proposed to create prognostic Tables, as previously described, while our study was proposed to analyze those Tables in a more real population. The great merit of Sylvester et al. study (4) was the development of the idea to stablish a mechanism to calculate the recurrence risk of patients with NMIBC. However, EORTC Tables must be adapted in order to become more reliable and used in daily urological practice.
CONCLUSIONS
The already accepted use of the EORCT model requires some reflections. There is a need to improve risk tables of recurrence in order to minimize distinct ethnic, geographic and clinical practice differences around the World. Tumor markers and genetic mapping are necessary to identify more precisely the biologic behavior of those tumors.
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